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cardiogram or pulse oximetry reading).  The PSAT is still undergoing field testing.
For children, the greatest success has occurred in formulating measures that assess mortality risk or the "intensity" of the care needed by the most critically ill (or injured) children; these include PRISM, PSI, and T1SS. (Buchert and Yeh, 1992, review some of the prchospital illness scoring measures.) For seventy of illness measures, a variety of physiologic and behavioral indicators—respiratory rate, fever, lethargy, irritability—contribute to assessments of seventy of illness. Children, especially younger ones, may not manifest ordinarily well-known signs and symptoms of the illnesses they have, so a measure that would indicate which children require laboratory evaluation to rule out serious or life-threatening illnesses and which children have only minor ailments will be useful.
One such measure—what has come to be called the Yale Observation Score—was developed by McCarthy et al. (1982) in an attempt to identify items that could be used to help clinicians recognize, reliably, validly, and quickly, serious illnesses in children with fever. The model includes six observation items (quality of cry, reaction to parent stimulation, variation in awake-asleep status, color, hydration, and response to social overtures), each scored on an item-specific three-point scale (normal, moderate impairment, severe impairment). One test in the hospital ED setting raises questions, however, as to whether this scale, even in the hands of experienced physicians, will provide sufficient information to identify serious febrile illness in very young infants (Baker et al., 1990). The "SAVE A CHILD" triage approach, based on a simple mnemonic (skin, activity, ventilation, eye contact - abuse - cry, heat, immune system, level of consciousness, and dehydration) is another example of a protocol for EDs intended to provide markers of possibly serious illness (Wiebe and Rosen, 1991). The "SAVE" part of the triage guide involves simple observations, and the "A CHILD" portion involves observations and simple history questions; in total, it takes less than one minute to complete, and its developers thus claim that it would be particularly valuable for busy EDs.
Comment
Generally, it can be said that generic or global measures of acuity or severity of illness in children lag those for trauma and injury by a considerable degree. In view of the evidence presented in Chapter 2 about the extent to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
